
AIDS IN NEW YORK STATE 2001-2002 
ORDER FORM 

 
 
 
 
 

Name:_____________________________________________________________ 
 
Organization:_______________________________________________________ 
 
Street Address:______________________________________________________ 
 
City/State/Zip:______________________________________________________ 
 
 
 
Number of Copies Requested:______________(20 copies maximum please) 
 
 
 
 
 
 
 
  
 
MAIL THIS ORDER FORM TO: 

New York State Department of Health 
Distribution Center 
11 Fourth Avenue 

Rensselaer, NY  12144 
 
 
 


